
FBCCEDP/FDHPC 
Regional Site Office 
2801 Kennedy Street 
Palatka, Florida 32177 
386-326-3200 ext:3281 

Each application will be reviewed by program staff or manager for eligibility 

criteria.  On approval, a voucher will be issued to the primary provider to 

schedule the next available appointments for eligible services. Women may en-

roll at any Florida Department of Health or participating medical group in our 

regional area. 

Referrals for further diagnostics and services will be made by primary provider 

after authorization for reimbursement from the regional office. 

Application for Medicaid Treatment Act funds eligibility will be done by     

program manger when pathology report for cancer is received. 

 Clinical Breast Exam 
 Pap (if no 

hysterectomy) 
 Screening 

mammogram 
 Diagnostic imaging 
 Biopsy assistance 
 Medicaid application 

with cancer diagnosis 

FBCCEDP Eligibility 

F o r  a n  a p p l i c a t i o n  p l e a s e  c o n t a c t  y o u r  l o c a l  
 F l o r i d a  D e p a r t m e n t  o f  H e a l t h  o r  

P a r t i c i p a t i n g  M e d i c a l  G r o u p  

Florida Breast & 
Cervical Cancer Early 

Detection Program 

Eligibility for Breast and Cervical Cancer Screening: 
 
 Female, age 50 to 64 
 Resident of Florida 
 No insurance, or medically needy 
 Income at or below 200% of federal poverty guidelines 
 Not screened within the prior year.  
 A client age 40 to 49 with CBE suspicious for cancer may 

be eligible for limited diagnostic funds as available 
 Under age  40 case by case review. 

Serving Alachua, Bradford, 
Columbia, Dixie, Gilchrist, 
Hamilton, Lafayette, Levy, 
Putnam, Suwannee, and 
Union counties. 



Florida Breast and Cervical Cancer Early Detection Program 

 
   

Annual Applicant Agreement 
 

• I agree to become a client of the Florida Breast and Cervical Cancer Early 
Detection Program (FBCCEDP). 

• Florida is my primary residence. 
• I declare that my net family annual income is at or below 200% of the 

federal poverty guideline and I have no health insurance that pays for 
breast and cervical cancer screening exams. 

• I understand I am no longer eligible for the FBCCEDP if my income 
changes to be above 200% of the federal poverty guideline or if I enroll in 
any health insurance program that provides breast and cervical cancer 
screening. 

• I understand that I may have a share of cost for some services. 
• I agree to use an authorized provider for my breast and/or cervical 

screening examinations (breast exam, mammogram, and/or Pap test) and 
I agree to complete any follow-up tests within 60 days. 

• I understand that the FBCCEDP is a breast and cervical cancer 
screening program, not a cancer treatment program.  If I am diagnosed 
with breast or cervical cancer as a result of my FBCCEDP screening, I will 
be referred to a provider for my cancer treatment. I understand I can 
reapply to the FBCCEDP for screenings after initial treatment is 
completed. 

• I agree to allow an exchange and release of information via fax or mail 
between my health care providers, the Florida Department of Health 
Breast and Cervical Cancer Early Detection Program, the Florida 
Department of Health Cancer Data Registry, the Centers for Disease 
Control and Prevention, and others related to my health care.  This 
information could include medical history, examination results, and any 
follow up tests and treatments done as a result of the examination, even if 
the tests or treatment I receive are not paid for by the FBCCEDP.  

• I agree to receive phone or mail contact from FBCCEDP staff about my 
health care. 

• I understand this agreement is good for one year unless my program 
eligibility changes. 

• I understand that taking part in this program is my choice and I may 
withdraw from the program at any time. 

 
__________________________   _______________________ 
Client signature     Date 
 
__________________________   _______________________ 
Printed name      Date of birth  
            
          Revised 04/2014 







AUTHORIZATION TO DISCLOSE 
CONFIDENTIAL INFORMATION 

INFORMATION MAY BE DISCLOSED BY: 

Person/Facility: ______ _ _ ____ ___ _ _ ____________ Phone#:---------- --

Address: Fax#: ____________ _ 

INFORMATION MAY BE DISCLOSED TO: 

Person/Facility: _ _____ ___________ _________ ___ Phone#:-- --------- -

Address: Fax#:-------------

INFORMATION TO BE DISCLOSED: (Initial Selection) 

__ General Medical Record(s), including STD and TB 

Immunizations __ Family Planning 

__ Progress Notes 

Prenatal Records 

_ _ History and Physical Results 

Consultations 

__ Diagnostic Test Reports (SpecifY Type oftest(s) -----------------------------

__ Other: (specifY)------------------------------------

I specifically authorize release of information relating to: (initial selection) 
_ _ HIV test results for non-treatment purposes Substance Abuse Service Provider Client Records 

_ _ Psychiatric, Psychological or Psychotherapeutic notes __ Early Intervention _ _ WIC 

PURPOSE OF DISCLOSURE: 

__ Continuity of Care __ Personal Use __ Other (specifY) _ _ ____________ _ _________ _ 

EXPIRATION DATE: This authorization will expire (insert date or event) _______ . I understand that if I fail to specifY an expiration 

date or event, this authorization will expire twelve (12) months from the date on which it was signed. 

REDISCLOSURE: I understand that once the above information is disclosed, it may be redisclosed by the recipient and the information may not be 

protected by federal privacy laws or regulations. 

CONDITIONING: I understand that completing this authorization form is voluntary. I realize that treatment will not be denied ifl refuse to sign 

this form. 

REVOCATION: I understand that I have the right to revoke this authorization any time. If I revoke this authorization, I understand that I must do 
so in writing and that I must present my revocation to the medical record department. I understand that the revocation will not apply to information 
that has already been released in response to this authorization. I understand that the revocation will not apply to my insurance company, Medicaid 
and Medicare. 

Client/Representative Signature Date 

Printed Name Representative's Relationship to Client 

Witness (optional) Date 

Client Name: 

ID#: 

DOB: 

DH 3203, 11125/08 Original: To File Copy: To Client Copy: To Accompany Disclosure (Stock Number: 5744-000-3203-1) 
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	Phone_2: Florida Department of Health in Putnam County/FBCCEDP 
	undefined_2: 386-326-3200
	address: 2801 Kennedy Street, Palatka, Florida 32177
	Address Fax_2: 386-326-3350
	Other method of communication: FBCCED Program @ Florida Department of Health in Putnam County direct line 386-326-3281
	Check Box4: Yes
	Check Box6: Yes
	Check Box5: Yes
	Consultations: all breast and cervical screening , diagnostics, imaging and labs.
	Check Box7: Yes
	undefined_3: Consent to fax enrollment & results to FBCCEDP/CDC/Florida Department of Health in Putnam County and Central Office (Tallahassee, FL).
	other continued: Consent to contact by phone or mail
	Check Box9: Yes
	Check Box10: Yes
	EXPIRA TION DATE This authorization will expire insert date or event: Provider Reimbursement & Management by FBCCED Program


